Purpose. To explore/identify patient perspectives regarding seeking, delaying, and avoiding health care services, particularly barriers and facilitators.
PURPOSE
With the advent of health care reform, 1 including greater emphasis on use of primary and preventive care, it is increasingly important to understand factors at the patient level that facilitate or impede appropriate use of routine health care services. In general, healthrelated attitudes, beliefs, and knowledge predispose people to use or avoid health care. 2, 3 For example, people who are skeptical about medical care are less likely to visit the doctor or receive routine preventive services. 4 Similarly, less educated patients are less likely to seek preventive care. 5 In addition, certain stigmatized healthrelated practices (e.g., excessive alcohol consumption, smoking) may increase the likelihood that people will avoid care, while at the same time increasing their risks. [6] [7] [8] [9] [10] Need-based factors (e.g., illness or poor health) are among the most important and immediate antecedents for seeking health care. 2, [11] [12] [13] [14] [15] It is important to identify and understand both the factors that facilitate preventive and routine service and promote better health, as well as those that present barriers to such use. Known facilitators of preventive and/or routine care include having health insurance, 2,3,16,17 a regular clinician, [18] [19] [20] [21] and good clinician-patient relationships. 22 To date, however, few studies have systematically examined perceived barriers to, and facilitators of, service seeking. Using interview data from a larger study examining gender, healthrelated attitudes and practices (including drinking patterns), and use of health services, we conducted qualitative analyses to identify and describe those participant attitudes and feelings related to clinicians and health care seeking that foster or impede use of preventive and routine services.
DESIGN
From October 2002 through mid-April 2003 we conducted a survey of Kaiser Permanente Northwest (KPNW) members aged 18 to 64 years, assessing attitudes, health beliefs, and healthrelated practices. Questionnaires were mailed to a stratified random sample of 15,000 health plan members (8500 women and 6500 men) who, before sample extraction, had at least 12 months of health plan membership. A total of 7884 health plan members responded to the questionnaire, 4477 of whom agreed to be contacted for a face-to-face interview. Survey respondents differed significantly from nonrespondents on the following characteristics: They were older (mean, 46.5 6 11.5 vs. 40.9 6 11.5 years), less likely to have Medicaid coverage (3.5% vs. 4.8%), more likely to have been health plan members for longer periods (averaging 155.9 6 113 months vs. 123.7 6 98 months), had more prioryear outpatient visits (mean, 6.5 6 8.0 vs. 5.0 6 6.9), had slightly fewer months of dental plan membership (mean, 5.2 6 6.3 vs. 5.0 6 6.2), and were more likely to be female (58% responded) than male (46% responded). Data were not available for nonrespondents for comparisons of body mass index, household income, or educational level. Respondents who agreed to be contacted for an interview were slightly older than those who did not want to be contacted (mean age ¼ 47.10 years vs. 45.68 years), equally likely to be insured through Medicaid, and had greater numbers of outpatient visits in the prior year to the survey than those who did not want to be contacted. Additional details about the parent study, questionnaire design, sampling methods, and characteristics of sample respondents have been summarized elsewhere. 8 From April 2003 through November 2003, we mailed recruitment letters to 316 potential recruits, selected to represent a full range of (1) alcohol consumption patterns, (2) health care use according to health plan records and, equally, (3) women and men. This strategy was used to increase the heterogeneity of the sample across these domains. 23 Recruitment letters provided additional information about the qualitative study and offered a $50 gift card to a local shopping center for participation in the 1-hour interview. We were unable to reach 27% of the participants we approached for recruitment; of those contacted, 35% refused to participate. Overall participation was 52.5%: 150 participants gave informed consent and completed interviews.
SETTING
The study was conducted at KPNW, a not-for-profit, prepaid group-practice integrated health plan serving about 480,000 members in Southwest Washington and Northwest Oregon states. The demographic characteristics of health plan members closely mirror those of its service area. KPNW provides a full range of inpatient and outpatient medical, mental health, and addiction treatment services to its members. The KPNW Institutional Review Board approved and monitored this study.
PARTICIPANTS
Interview participants (75 women, 75 men) were 21 to 64 years of age, with an average age of 46.2 years (SD ¼ 12.4). About 90% of participants were white, consistent with the surrounding geographic area and health plan membership; 2% reported mixed racial heritage, 3.3% indicated black or African-American race, 0.07% identified as Asian/Pacific Islanders, 0.07% reported American Indian/Alaska Native heritage, and 1.3% reported Hispanic ethnicity. See Table 1 for additional demographic information.
METHOD

Interviews
Interviews averaged about 60 minutes and were conducted in person by trained interviewers using a semistructured interview guide. The guide addressed health care seeking or avoidance as well as relationships to health-related practices (alcohol consumption, smoking, diet/weight management, and exercise). Questions asked depended on participants' responses to previous interview questions and responses to the mailed questionnaire (e.g., lifelong abstainers were not asked about current or past drinking practices). Interviews were audiorecorded and then transcribed. A subset of questions from the interview guide, with corresponding prompts, are included in Table 2 . The full interview guide is available, upon request, from the corresponding author.
Qualitative Analyses
We used Atlas.ti 24 software (Atlas.ti, Berlin, Germany) to code transcribed interview text. Investigators reviewed a subset of interviews to develop a descriptive coding scheme, which was then applied to additional interviews, revised, and refined. When finalized, all codes were clearly defined, and weekly reliability sessions were held to discuss, identify, and resolve any discrepancies across coders. Study investigators and interviewers coded all 150 transcripts. Check coding of nine primary codes in 10% of the transcripts (208 text passages) determined that primary coders applied codes accurately 92.8% of the time. Once transcripts were coded, we used single-code queries to create reports of text from codes that addressed (1) attitudes and feelings related to visiting the doctor;
(2) barriers and facilitators of care seeking; (3) fear and anxiety about the doctor, procedures, and diagnosis; and (4) reasons for avoiding or seeking health care. We reviewed each query to identify (1) descriptive themes in the text, 25, 26 (2) commonly reported barriers to and facilitators of health care use, (3) feelings about seeking care and clinicians, and (4) feelings and experiences related to the process of seeking care. Because this was an exploratory study, criteria for themes included frequent endorsement as well as less frequently endorsed ideas that appeared to be important to the participants who mentioned them or were likely to be greater barriers for individuals receiving care outside an integrated health maintenance organization. Illustrative quotes were chosen on the basis of how well they articulat- For individual use only. Duplication or distribution prohibited by law.
ed a theme or presented an interesting idea.
RESULTS
Two of the authors (K.M.J. and C.A.G.) identified 13 themes, which were organized within five overarching categories: clinician-patient relationships, financial barriers, time barriers, cumbersome processes and interactions with the system, and timing of/ delays in care seeking. Examinations of results by drinking status categories suggested that themes were cross-cutting rather than specific to drinking status, thus we have presented overall themes here. Occasionally, participants replied to questions other than what was asked immediately before their response, most often continuing a previous topic. Such circumstances have been interpreted in the context of the larger interview. We have included counts of the number of individuals expressing particular ideas and themes. It is important to note, how-ever, that because these are emergent themes generated as part of an exploratory interview (i.e., they were provided in response to general questions rather than specific questions assessing each theme), they represent undercounts of the numbers of individuals who would endorse each theme if they were specifically asked if they agreed with that theme or idea. Categories and themes are detailed below.
Patient-Clinician Relationships
Participants mentioned that they preferred seeing clinicians who took the time to listen, helped to educate them, and worked cooperatively. Also, some participants stated they were more likely to see their clinician when the clinician was caring, considerate, collaborative, and took time to develop a positive relationship.
Theme 1: Caring, Considerate Approach of Clinician Is Valued. Participants (n ¼ 18) mentioned being more likely to see their clinician if they were perceived as friendly and understanding and if they actively listened to patients' concerns, and took a positive approach. Participants particularly appreciated clinicians who were compassionate and considerate in addressing sensitive health care issues.
Interviewer: Is there anything that the doctors or clinic staff could do to make it a more comfortable experience?
Participant: . . . Just being friendly, actually. Showing concern. Listening, [even] if they have something to say to you.
Theme 2: Collaborative and Holistic
Approaches Are Appreciated. Patients (n ¼ 11) liked clinicians who listened, took their time during appointments, were open to in-depth discussions about the positives and negatives of treatments, and who adopted a holistic approach.
''I definitely think it's good if the doctor has time to sit down and actually talk to you about your health practices and give you options. I think it's really important that they explain to you what they want to do and . . . give you those choices and really inform you. And take an interest in your general health . . . ''People need to be educated. If they don't know then they're going to either continue to get worse or they are going to continue not knowing. I just think that education is a huge key.'' Some participants felt that providing education about preventive health care was particularly important for young people who may not realize the importance of such services given their age.
''. . . with preventive health . . . sometimes people don't know when they need to see a doctor or what they need to see a doctor for . . . if you can start children realizing that to go to the doctor is not a negative Participants also mentioned that patients needed to be educated about the benefits of routine health assessments, early detection, and the underlying reasons for different assessments at different ages.
''. . . show some kind of statistics. You know, the benefits of getting regular checkups. Maybe send an e-mail out, or something, that says these are the reasons you ought to get a checkup at this age and this age, because these are things to watch out for. Explain that if you catch something early enough, it's a lot better than catching it later.'' On the other hand, some people may fail to seek services on the basis of health-related practices, preventing them from receiving such education. We found evidence that seven participants avoided the doctor because of weight, diet or fitness level, three because of alcohol drinking practices, and two because of smoking.
Financial Barriers
Theme 5: Costs Present Barriers. Financial pressures affected service seeking for some individuals (n ¼ 11), even in the context of a prepaid health plan charging minimal copays (typically $10 to $15) or no copays (e.g., for influenza vaccines) for most services. Participants mentioned several costrelated factors that would encourage them to use preventive services, including lower copays, or insurance premiums linked to completing preventive services. For example:
''If you incite them by, 'If you don't get your annual preventative care, your premium is more the next year.' Money speaks to people . . . they see a payback to doing it. I went to the doctor, so I got something.''
Time Barriers
Theme 6: Time Commitment Is a Barrier. Time was a significant barrier for some participants (n ¼ 28). The time that it took to see clinicians was a barrier, and given the commitment patients made to make the visit, participants wished their clinicians would spend more time with them during appointments. Some participants reported that the time and hassle associated with visiting the clinician was problematic, especially when it required time off from work. They particularly disliked occasions when clinicians were late for appointments.
''I generally don't like to go see a doctor any more than I have to, just because of time. I don't like to waste time.'' Overall, patients wanted to spend more time with their clinicians and less time waiting. When clinicians did spend even a little ''extra'' time, patients saw it as an indicator that the clinician cared.
''He seems to care. It seems like he gives that extra couple of minutes with you. You're not just in and out. It just seems like he gives a little more care.'' Some participants noted a lack of equity between patients and clinicians in terms of waiting times and expectations, and saw this as a significant problem:
''I know one thing that I don't like and that I know everyone doesn't like it, and that's coming in when you have an appointment and then having to wait in the waiting room for a half hour past your appointed time. I don't think that's fair. We can't be late for appointments or miss them or we get a charge, and yet the doctor can keep you cooling your heels in his waiting room for as long as he feels like he can. I think that consideration should go both ways.''
Processes and Interactions With the System
Theme 7: Welcoming Attitudes of Staff Make People Feel More Comfortable in Clinic Environments. Participants (n ¼ 21) also mentioned that welcoming staff who promoted comfort in clinic environments facilitated care seeking, as did receiving friendly reminders about need for and timing of preventive services and the ease or difficulty of navigating systems. For example, participants reported that they would be more willing to see their clinician if the health care environment was more welcoming and if they experienced better customer service. In general, participants indicated that greater feelings of safety and comfort, and good customer service, made it easier for them to seek care:
''I would say that as far as the medical staff is concerned, to make people want to come in, or less reluctant to come in, would be the kindness and the sense that you are not bothering us. That is what we're here for and that is what we want to do . . . . Almost a kind of customer service approach.'' ''Just talk to them a little bit, or something. . . . Or, maybe say, 'It's gonna be exactly 15 more minutes. There's a cafeteria downstairs. Here's a wooden nickel; go get a cup of coffee.' Maybe a little freebie from the cafeteria, or something . . .'' there are an awful lot of people that due to lack of education, lack of assertive personality, or whatever, that don't get their needs met, and there should be a way for the systems to help them get their needs met.
For an elderly person, the telephone system has to be just a horror.''
Timing of Care and Delays in Care Seeking Some participants mentioned avoiding care, only considering their clinicians as a last resort. Others delayed procedures that made them feel uncomfortable. Some delayed seeking care because they were fearful of receiving an unwanted diagnosis, while others understood the importance of early intervention. For some, accessing appropriate care was just part of their normal routine.
Theme 10: Avoiding Health Care Until Absolutely Necessary. Some participants (n ¼ 25) largely considered their clinicians as a last resort. Participants described watching and waiting and ''working through it''-trying things on their own before going to the doctor. These participants tended to be concerned about bothering their clinicians with minor problems and did not see the utility of regular health assessments if they felt healthy. Participants downplayed what they perceived to be minor conditions and saw a clinician only when absolutely necessary. Some waited until it was almost an emergency.
''I'm old school. I get pretty sick before I go to the doctor. I don't go in just for anything. That is kind of a last resort and I think that's the way I grew up; you self-medicate until you need drugs and then you go to the doctor. [Laughs.] That's just the way I was brought up.'' Interviewer: What is it that keeps you from going? Participant: That's a good question. It's probably a belief that most of those things that are somewhat minor to me will kind of work themselves out in a few days, or a week ... If I can manage, I usually will just try to put up with it. Although nearly half of participants indicated that fear did not affect their health care visits (n ¼ 68), a few were avoidant and fearful (n ¼ 14) and described feeling that, if they had a life-altering disease, they preferred not knowing about it. This kept them from seeing clinicians. Other participants were fearful, but understood that they needed to see their clinicians in order to catch things early. For example:
''There has never been a time when I thought I had a specific serious illness, but I think that's part of getting a checkup in general. It's that I'm afraid. . . . I think that might be part of why I don't go. I think it's this fear that I might have leukemia or something like that. But also I think it's important that you know those things. That is also one of the reasons that I do go.'' Theme 13: Using Health Care Services Is Just Part of the Normal Routine. In contrast to people who were afraid that routine care and screenings would result in negative outcomes, some participants reported a ''matter-of-fact'' approach to visiting their clinicians (n ¼ 35). For example, one participant reported that ''I just have to go,'' others that it is an item on their ''to-do list.'' ''It's part of my routine; I just do it. When the time comes around, it's, 'Oh, a year's gone by so I'd better get out there and get one [physical] done.'''
CONCLUSION
Enabling factors were commonly discussed themes in our qualitative data when it came to seeking preventive or routine services. Factors such as the time commitment required to attend visits, dislike of cumbersome processes (e.g., making appointments, filling prescriptions), and costs all presented barriers to accessing care, whereas welcoming staff and clinicians' collaborative, caring, and respectful approaches facilitated care seeking. These findings are consistent with previous research suggesting that shorter waiting times, having a regular clinician as a primary care provider, and long-term continuity of care produce favorable patient-physician relationships. [19] [20] [21] 27 Thus, modifying the social and physical environments by addressing organizational factors, such as those that improve patient-clinician relationships (e.g., promoting continuity of care; facilitating clinicianpatient communication) and streamlining processes (e.g., reducing waiting times), may reduce important barriers to use of preventive and other routine care. In these times of increasingly tight health care budgets, such efforts have the potential to improve patient flow in addition to patient satisfaction. However, the extent to which health care organizations can respond to recommendations such as these may be limited by resource constraints at the organizational and systems levels. For individual use only. Duplication or distribution prohibited by law.
ity, improve processes, and facilitate implementation of quality and service improvement efforts. Individuals' attitudes also played an important role in our findings. Some people disliked doctors and seeking care, and avoided doing so until absolutely necessary. Those who avoided care until necessary often thought that problems would go away on their own and did not see the point of physical assessments if they felt healthy. Participants mentioned the importance of education to help people determine when ''watchful waiting'' was appropriate, when they needed to seek health care, and about the importance of preventive services, irrespective of health status. Such education will become increasingly important as health care coverage expands, if we are to ensure that people receive appropriate levels of care-neither too much nor too little. Again, system capacity constraints may restrict traditional patient education methods; new communication technologies, however, present novel opportunities for patient education. Discomfort, fear, and anxiety associated with preventive procedures, such as colonoscopies, also led to avoidance for some participants, while for others, going to the doctor was just part of their normal routine. Some participants who were concerned about uncomfortable procedures indicated that they were more likely to follow through with them if they were reassured about the measures that would be taken to ensure their comfort. Thus, tailoring communications to address patients' fears about procedures through education, reassurance, and by adopting methods that reduce discomfort could increase some patients' willingness to engage in uncomfortable or embarrassing screening procedures.
Limitations
Because the interview component of the project was exploratory in nature, the sample was selected to increase heterogeneity with regard to gender, service use, and drinking patterns. Thus, a random sample of adult health plan members may have produced a different, likely narrower, range of responses. In addition, because themes were emergent (i.e., we asked general questions and reported common themes among responses) the counts provided are likely undercounts of the numbers of individuals who might endorse these themes if they were to be asked directly about them. Other limitations include a mailed questionnaire response rate that was lower than desired in the parent study and sampling from an insured population within a region of the United States that is predominately white; thus results are not likely to be representative of noninsured, non-members of a health maintenance organization (HMO) or non-white populations. Given our sampling strategy, we did not intend to produce a representative sample. Rather, we intended to explore the perspectives of a range of men and women with different patterns of service seeking and different health-related practices (alcohol consumption). As such, this work should be seen as exploratory and hypothesis generating and further research is needed with larger, representative samples to evaluate these findings. Lastly, although we collected these data a number of years ago, we believe that patient perspectives regarding the factors affecting their willingness and ability to seek care are unlikely to have changed substantially in the intervening years.
SO WHAT? Implications for Health Promotion Practitioners and Researchers
What is already known on this topic?
Few studies have used qualitative interview data to explore how health-related attitudes, beliefs, feelings, and healthrelated practices affect willingness to seek use of health care, particularly preventive services. Our findings suggest that addressing some of these barriers at the organizational and patient level could increase uptake of important preventive services.
What does this article add?
Participants were more willing to see their clinicians when they had a positive relationship with a caring and collaborative physician. In the context of such relationships, education about appropriate preventive care was seen as possible. Barriers included dislike of time commitment (particularly waiting times) and unwelcoming clinic environments. A small number of individuals also cited costs, which are likely a greater concern to individuals not insured through an HMO. Thus, reducing costs for preventive care as part of health care reform, and improving processes and clinic friendliness should increase uptake of preventive service use. Helping patients manage anxiety, concern, and discomfort resulting from screening procedures such as mammograms and colonoscopies, could result in important increases in uptake of such services. Finally, we found that some people appear to avoid health care because of their health-related practices. Finding methods to make these people more comfortable seeking care will be a prerequisite to helping them make changes to their health behaviors. What are the implications for health promotion practice or research?
To increase use of preventive services within routine care, health care systems should focus on delivering care in ways that allow patients and clinicians to develop strong, long-term relationships, in which clinicians can educate and collaborate with patients. Improving carerelated processes to reduce time burden on patients and ensuring welcoming, friendly, and easy-to-navigate organizations may increase patients' willingness to seek preventive and routine services. In the context of the expansions in preventive care expected from implementation of the Affordable Care Act, 1 better understanding of these patient-level factors, addressing barriers, and facilitating timely preventive services have the potential to improve community health.
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